Date of application:

O 6 wks- 17 mth 0O 17-30 mths

/V\ Date child/children will start:

. o . 5
RO

YOUNG
R

Scheduling needs: (please mark age group(s) and days of participation)

O Mon, Wed, Fri O Tues & Thurs O All days

O 30-36 mnths 0 Preschool D pre-k O Kindergarten AM (] Kindergarten PM

Child's Name: DOB: Age:  SexxMorF
Child's Name: DOB: Age:  SexxMorF
Child's Name: DOB: Age:  SexxMorF
Address: City: State: Zip:

Mother's Name: Social Security®:

Work*: Cell*: Home*:

Address: City: State: Zip:

Employer:

Address: City: State: Zip:

Email Address:

Father's Name: Social Security®:

Work*: Cell*: Home*:

Address: City: State: Zip:

Employer:

Address: City: State: Zip:

Email Address:

Preferred Pin number for checking in/fout 1°" Choice

2" Choice



